Introduction. Psychological research provides insights into how parents approach medical decisions on behalf of children. The medical decision of concern here is the surgical alteration of a hypospadic penis, whose urethral opening does not appear at the tip. Hypospadias surgery is routinely carried out in infancy, despite criticism by international organizations concerned about children's rights. The focus of this study is on the framing of hypospadias surgery.
What does this study add?
Medical teams could do more to consider framing when counselling parents about their son's hypospadias. Psychological specialists can help parents to frame their son's penile difference in terms of wellbeing and love. The best interests of children with hypospadias may be served by highlighting psychological care pathways.
Surgical intervention to 'correct'
A hypospadic penis is one that does not urinate from the tip of the penis. The urethral opening can appear at any point along the underside, or at the base of the penis. Hypospadias are common, and many men have mild or distal hypospadias without being aware that this sex characteristic could be considered a medical issue (Fitchner, Filipas, Mottrie, Voges, & Hohenfellner, 1995) . Despite being unlikely to have heard of this variation in sex characteristics, parents are typically required to make a decision as to whether or not surgical intervention to 'repair' the hypospadias is in their son's best interests. Several thousand surgical interventions are performed on the UK NHS each year (Crocetti, Monro, & Yeadon-Lee, 2017) , and in the United States, the intervention has been described as the primary work of multidisciplinary teams (MDTs) concerned with intersex/diverse sex development 1 (Karkazis, 2008) . Although common in Britain and internationally, surgical 'repair' of hypospadiaparticularly in mild or distal cases -is in no way necessary for a boy's urinary functioning or survival.
Since the emergence of an intersex rights movement in the 1990s (Chase, 1998) , some men who have had surgical intervention for hypospadia have described such interventions as unwarranted and harmful (Devore, 1999) . In response to that movement, and the ethical and scientific critiques of medical treatment that it foregrounded, variations in sex characteristics have been classified medically under the umbrella term 'disorders of sex development' (DSD). A hypospadic penis can prompt medical tests that lead to such a diagnosis. The medicalization of diverse sex characteristics has prompted widespread concern that 'corrective' surgery on infants is performed without patients' consent, and therefore infringes the bodily integrity and rights of children. This point has now been argued extensively by bodies such as the United Nations (Mendez, 2013) , the European Union Fundamental Rights Agency (2015), Council of Europe (Parliamentary Assembly of the Council of Europe, 2013), Amnesty International (2017), and Human Rights Watch (2017). The argument is that such surgery infringes bodily integrity because it is not medically necessary and is conducted for appearance-based or normalizing reasons. Parents facing this treatment decision may find the weight of medical and human rights opinion pulling them in opposite directions. Below we examine how health professionals conceptualize hypospadias and what their descriptions tell us about how they might be shaping parents' decisions. Before presenting our qualitative analysis based on interviews with specialists, we first outline the history behind medical concern about hypospadias, and we set out bioethical questions that should weigh on the decision of whether or not to perform surgery.
Why intervene surgically on a hypospadic penis? Surgical intervention in hypospadias cases is typically founded on the belief that growing up with a hypospadic penis will lead to psychosocial problems for the person concerned. The problems are assumed to involve stigma, shame, teasing, and bullying. It is commonly assumed that these problems might occur when a boy cannot easily direct his urine flow while standing, and/or does not have normative penile appearance. These concerns became discussed with greater frequency around the middle of the 20th century as paediatric urology developed as a new profession after the institution of the UK's National Health Service. In particular, the concern that boys who cannot cleanly urinate whist standing up is increasingly discussed in UK medicine (Griffiths, 2018) . We describe this concern as particular to medicine, rather than being more widespread, because many men sampled from the general population live with hypospadias of varying degrees and are not substantially concerned by their anatomical difference (Dodds et al., 2008) . The narrative that is used to make sense of surgical intervention pictures boys being distressed by not only the different penile appearance, but also the challenge that the urethral placement might present to urinating while standing. To our knowledge, however, no medical survey has ever examined how important it actually is to boys or men to urinate while standing. 2 We are also unaware of research establishing how important this might be in determining the bullying and teasing boys experience at any stage of the lifespan. Further, there are anecdotal accounts of boys who have gone through hypospadias surgery and who have then been teased about their surgical scars. The idea that surgery saves a boy with hypospadia from teasing appears to be commonly assumed as an unproblematic fact, even though it is not substantiated by research evidence.
To decide whether hypospadias surgery is in a boy's best interests, the adults involved must weigh up three empirical questions. First, does a hypospadic penis increase the likelihood of negative psychosocial effects? Second, does surgical intervention ameliorate those effects? Third, as the answers to these first two questions are likely to be contingent upon other factors like parental support, are such factors weighed appropriately when making decisions in an individual child's best interests? These questions are not easy to answer, and ethical constraints limit the extent to which any of them can be answered by experimental studies. In this context, research assessing correlational relationships between anatomical variation, surgical intervention, and psychosocial effects must be taken to inform these questions.
Several studies of the well-being of boys with hypospadia exist. The most substantial meta-analysis focusing on their psychosocial and psychosexual development included 13 studies and concluded that any 'association between medical characteristics and psychosexual development is rather weak' and that 'no conclusion can be drawn with regard to the importance of corrective surgery itself for the children's psychosocial and psychosexual development ' (Sch€ onbucher, Weber, & Landolt, 2008, p. 530) . In other words, a boy born with a hypospadic penis might not experience poorer well-being at all, and surgery seems unlikely to improve his well-being. The studies reviewed further did include 'some evidence that genital appraisal of the patients' parents is connected to the patients' adjustment' (Sch€ onbucher et al., 2008, p. 530) . In sum, the psychological impact of hypospadias cannot be inferred from anatomical facts alone and appears more likely to be mediated by parents' reaction. This pattern, where the pathway from diverse sex characteristics in childhood to later adult adjustment is mediated by social responses to those characteristics, is strikingly similar to the evidence showing that the relationship between atypical childhood gender behaviour and well-being is mediated by social reactions to that atypicality (Egan & Perry, 2001) .
If it is parental reaction, not the anatomical nature of the hypospadias, that mediates variability in later well-being, then it is essential to understand how surgical interventions for hypospadias might shape parents' reactions to their sons' genital appearance. Such parents may make non-optimal decisions because factors such as seeking absolute certainty where none exists, and the framing of information can lead to such suboptimal decisions (Redelmeier, Rozin, & Kahneman, 1993) . Parents of children with diverse genital anatomy have reported almost intolerable levels of uncertainty and confusion to almost all social scientists who have studied them (e.g., Gough, Weyman, Alderson, Butler, & Stoner, 2008; Sanders, Carter, & Goodacre, 2011) . Late-20th-century medical procedures -which became a cause for critique -aimed to resolve this ambiguity for parents by leading them away from the conclusion that sexed embodiment is more complicated than a simple binary model (Kessler, 1990) . In general, parents tend to express the wish to make medical decisions on behalf of their children in collaboration with medical professionals (Lipstein, Brinkman, & Britto, 2011) . Since 2006, multidisciplinary teams have been required to inform and support parents, to collaborate in the decision-making about treatment, but to leave the ultimate responsibility for decisions about medical interventions to parents themselves (Hughes, Houk, Ahmed, & Lee, 2006) .
To make an informed choice, anchored in the child's best interests, parents should be given appropriate support to (at the very least) understand the findings of outcome studies. Surgery on hypospadias has yielded widely diverging rates of complications, but studies consistently report unintended unwanted outcomes as a boy's penis develops through puberty (Myers, McAninch, Erickson, & Breyer, 2012) . As there are many outcome studies, the brief review offered here focuses on analyses of large samples, studies with a long follow-up period, and publications reviewing the findings across a number of studies. One study of all 3,186 hypospadias surgeries conducted in New South Wales during 2001-2010 yielded a 13% overall complication rate, and a 33% complication rate for proximal hypospadias repair (Schneuer, Holland, Pereira, Bower, & Nassar, 2015) . Just over half of these complications (52.3%) occurred more than 1 year post-surgery, and some appeared up to 5 years later. Long et al. (2017) followed 167 of their own cases of proximal hypospadias repair and found a 56% complication rate. Long and Canning (2016) reviewed three studies ranging between 32 and 46 months in duration, accounting for 497 cases, yielding complication rates of 32-68% across studies. Snodgrass, Villanueva, and Bush (2014) followed up 1140 cases, finding that the chance of complications was greater for repeat surgery than for the initial operation. In sum, complication rates are considerable and higher for interventions on proximal hypospadias than distal hypospadias. Complications can occur long after the 1-to 2-year time frame of many short-term outcome studies. It is not clear whether medical professionals in specialist MDTs are fully aware of this literature, whether they trust it, or whether they inform parents of the considerable risk of complications likely leading to further surgery. Private providers may also advertise their services with significantly lower complication rates than those revealed by these studies. Highly anxious parents may or may not be in possession of the best empirical evidence regarding the moderators of their child's well-being which they seek to improve via surgery.
Framing parents' choices These uncertainties motivate our concern with how medical professionals frame surgical decisions for parents of children born with hypospadias. The very few experimental studies of decision-making about children with diverse sex anatomy suggest that framing can strongly influence parents' medical decision-making. Kessler (1998) randomly assigned young men to one of two experimental conditions in which they considered a hypospadias surgery decision either on behalf of their past infant selves or on behalf of a hypothetical future son. Most opted for surgery for a future son, but against surgery for their past selves, leading Kessler to question whether parents' decisions are actually in the best interests of their children in such cases. As noted above, many men live with hypospadias that are not medicalized at all. The effect of a medicalizing framing of diverse sex anatomy was demonstrated by Streuli, Vayena, Cavicchia-Balmer, and Huber (2013) . These authors asked medical students to imagine that they were parents of a child born with ambiguous genitalia. Participants were randomly assigned to one of two conditions which involved watching a video presenting either medicalized information about DSD (spoken by an actor claiming to be an endocrinologist) or demedicalized information (spoken by the same actor claiming to be a psychologist). Participants were then asked whether or not they would consent to surgery for their imagined child. Surgery was chosen by 66% of participants in the first condition, but only by 23% in the second. Streuli et al. (2013) did not present their participants with a decision about hypospadias per se. However, in an unpublished study, the first author described hypospadias as part of 'natural diversity', with 50 first-year university students. She explained that this anatomical feature has a medical name and can be addressed surgically and that some health professionals consider that growing up with this kind of penile difference might lead to psychosocial difficulties. As in Streuli et al. (2013) , students were asked to weigh surgical options as if they were parents. Only seven students (14%) opted for surgery for their imagined son. When invited to reflect on what might influence parents, the students pointed to (1) the use of medical terminology, (2) the presentation of a surgical option by a medical doctor, and (3) the use of a term such as 'repair' or 'correct' that suggests that hypospadias is a deficit. Although correlational, this study further suggests that framing hypospadias in medial terms engenders decisions in favour of surgery as such framing does with other kinds of non-normative genital appearance.
The most relevant studies of actual parents' decision-making about hypospadias surgery concern post-decisional regret. In one study considering surgery for distal hypospadias, Lorenzo and colleagues followed 100 couples who elected for surgery. Of the 116 parents who took part in the follow-up, 50% (n = 58) reported 'mild', 'moderate', or 'severe' regret 1 year after their sons' surgery. The likelihood of parental regret in the sample was best predicted by the son's post-surgical complications, parents' reluctance for their sons to undergo circumcision, and parents' initial conflict about the decision (Lorenzo et al., 2014) . These authors highlight the lack of research on decisional regret following hypospadias surgery and acknowledge that this is a complex issue deserving more attention.
Ghidini, Sekulovic, and Castagnetti (2016) also followed up 323 parents who had all consented for their sons to go through distal hypospadias surgery. 39.6% of participants expressed moderate-to-strong regret (Ghidini et al., 2016) . As in Lorenzo et al. (2014) , parental regret was predicted by several factors, including initial desire to avoid surgery, but not by surgical variables (techniques and practices) or the development of complications. These studies suggest that parents often consent to hypospadias repairs that they later regret, and that regret occurs at a rate that is greater than the one in seven regret rate found in surgical regret studies more broadly (Wilson, Ronnekleiv-Kelly, & Pawlik, 2017). 3 It is possible that medical framing not only shapes parents' consenting to surgery but also shapes their later regret. In the Streuli et al. (2013) experiment, participants in both conditions -irrespective of the decisions that they made -rated their own 'personal attitudes' as a more important factor affecting their decision than the information that they received. In other words, participants made what social psychologists call a 'fundamental attribution error' (Ross, 1977) , by overattributing their decision to their pre-existing dispositional attitude, and underestimating the importance of the situational factors that lead the options to be framed in medical terms. If parents attribute responsibility to themselves for such important and emotionally loaded medical decisions, while medicalized framing is actually determinative of those decisions, then parents are likely to experience considerable cognitive dissonance. In the context of this cognitive dissonance, parents have to find a way to respond to their son's bodily difference, and build a relationship with their son. The challenge presented here could explain the extent to which parents' reactions to their son's bodies contribute to poorer psychosocial outcomes for some boys with hypospadias (Sch€ onbucher et al., 2008) .
These issues underpin the present study. This original empirical research moves beyond previous experimental studies with limited ecological validity (Streuli et al., 2013) , and the existing evidence of post-surgical complications among children and postdecisional regret among parents. In this study, we aimed to understand how hypospadias surgery has remained so common by asking health professionals specializing in this field to talk about the decision to operate or not. In this way, we also aimed to gain first-hand knowledge of what health professionals understood themselves to be doing when they talk with parents about their son's hypospadias, most particularly when contributing to a decision-making process where surgery for hypospadias is an available option. There is a general understanding in medicine that unlike more complex sex development issues, hypospadias does not usually need to be seen by a MDT focused on intersex/diverse sex development. Not being seen by a MDT means most likely not having access to nonmedical or non-surgical perspectives from health professionals. The process of deciding whether and when hypospadias surgery will take place hinges on conversations between a urologist or a paediatric surgeon and the parents or caregivers of the boy concerned. We were interested to learn whether, and how, health professionals frame hypospadias (e.g., in medical and/or non-medical terms) and whether they understand those frames as shaping parents' medical decisions.
Method
The first author interviewed 32 health professionals specializing in diverse sex development (including hypospadias). The health professionals were working within, or in close relationship to, MDTs with this focus. Research interviews took place with professionals who worked in 12 hospitals in Scotland, England, and Sweden, as part of the SENS project. This project concerns sense-making about diverse sex development among affected young people, their parents and carers, medical professionals, and members of the general public. Aspects of this project are described elsewhere (Hegarty et al., under review; Lundberg, Lindström, Roen, & Hegarty, 2016; Lundberg, Roen, Hirschberg, & Fris en, 2016; Roen, Hegarty, Liao, & Creighton, 2018) . The interviews were audio-recorded and transcribed. For ethical reasons, the interviewer emphasized the importance of not disclosing identifying details about patients, and any potentially identifying details were removed from transcripts prior to analysis. Thematic analysis, following Braun and Clarke (2006) , was used to identify and work with the aspects of the data that are the focus of the present study. This analysis focuses on how health professionals talked about working with boys with hypospadias and the parents of those boys. Having first organized the data thematically (Braun & Clarke, 2006) , we then analysed it in relation to theoretical questions of framing that are raised by Streuli et al.'s experimental study. For the sake of anonymization, the health professionals quoted in the following analysis are identified only as MP: medical participants (such as paediatric surgeons or urologists); or NMP: non-medical participants (such as nurse specialists or psychologists). This research has been reviewed and given ethical approval by NHS National Research Ethics Service (reference: 11/LO/0384) and University of Surrey Ethics Committee (reference: EC/2011/68/FAHS).
Results
The data quoted here must be read with the understanding that they come from retrospective research interviews between health professionals and a social scientist. Research interviews are understood here as a process of co-construction, where speakers are inevitably producing a version of events and positioning themselves as they do so. In this context, surgeons, for instance, present themselves as being particularly open to nonsurgical options. Consistent with the idea that surgery is a skill, some positioned themselves or their surgical or decision-making practices as different from or better than that of others (e.g., I take a very conservative approach) or their engagement with parents (e.g., I always let parents know that they can choose not to go ahead with surgery). Some participants, including medical and non-medical participants, described surgery as ongoing to a greater extent than they desired themselves. As the following two excerpts illustrate, participants sometimes offered words of caution about the extent to which the hypospadias surgery that is routinely performed is genuinely warranted or beneficial.
There are more than a thousand surgeries done per annum in the UK, for hypospadias surgery. Over time, I personally have begun to question, "Why are we doing this for so many?" [. . .] it seems to be standard practice, but I'm not really sure why all of the time. (NMP) we all believe, as surgeons, that we do it better than our predecessors, so we all think our technique is so much better than the technique they had twenty years ago, so ours will be even better, but whether that actually bears out, I don't think we find out. (MP) These data excerpts and others suggest a context of 'pluralistic ignorance' (Prentice & Miller, 1996) : Participants who described the relationship between their own attitude and the perceived norm in medicine tended to describe their own attitude as more cautious in regard to surgical intervention. These opinions may have reflected a 'social desirability bias' informed by the knowledge that social scientists are aware of ethical challenges to current medical treatment. Nonetheless, the data do inform our understanding of how medical and non-medical framing unfold in practice, and this follows Streuli et al.'s (2013) experimental study.
Framing hypospadias in medical terms
In contrast to what is suggested in the outcome literature we have reviewed, surgeons reported telling parents that hypospadias surgery is relatively complication-free and best performed during childhood. In describing what they say to parents, one surgeon said:
. . . until puberty you can do it [hypospadias surgery] anytime. So I. . . I try to remember always to say that. But most. . . parents want to have it done. They don't want to wait for it and. . . It's easier to have it done and it's not all that -we don't have that much complications and so on, so. . . it's a good result -that you can say. In those cases [for mild hypospadias] we have very good surgical methods [. . .]we talk about it to the parents and we discuss what can be done and, and usually the parents want to operate. (MP) This way of talking suggests that opting for surgery on behalf of one's son might be considered as relatively unproblematic. The medical framing, focusing on few complications and very good surgical methods, might lead unsurprisingly to parents' consenting to early surgical intervention. A second way that some participants normalized a decision to operate early was by describing a lack of post-surgical regret among their own patients. One specialist referred to their own positive view towards early surgery, saying:
I was very very conservative early on and [. . .] I said I don't you really need anything done because it's minor [. . .] and then they came back when they were five or six and they weren't happy and I did surgery on them and then they went away happy so that has coloured my view. (MP) Note that this clinician used their personal experience of a lack of knowledge of patients with post-surgical regret -rather than using the literature on post-surgical regretto infer that regrets did not occur. The personal experiences related in the excerpt above are implicitly used to inform the advice given to parents regarding how to make decisions in their child's best interests. Interestingly, different surgeons reflected that their practice had changed in different ways as a result of clinical experience. One said: The two paediatric urologists cited in the two excerpts above both referred to their own clinical experience affecting their practice over time. The first presented a narrative that suggested movement towards favouring early surgery in cases of hypospadias, and the second presented a narrative about experience leading away from a tendency to operate in cases of hypospadias. How might this reliance on personal experience colour the advice that surgeons offer parents, and the extent to which their narratives normalize (early) surgical intervention? It is worth remembering that participants in Streuli et al.'s study tended to overattribute their surgical decisions to their own personal opinions, underestimating the effect of the (non-)medicalized presentation of the treatment options. How do clinicians understand the extent to which their personal views and narratives about the pros and cons of operating affect parents' decisions?
Clinician's framing of parental decision-making around surgery on children's diverse sex characteristics has often been critiqued as presenting the decision in such a way that 'we have to do something' (Roen, 2008) . Indeed in the first legal case to reach a prosecution for such surgery, in Colombia in 1999, the matter of informed consent hung on the extent to which parents were informed of both the pros and cons of both surgical and non-surgical pathways (Greenberg & Chase, 1999) . In the present study, clinicians made much of the distinction between the framing that they and their colleagues would give to a decision to intervene on proximal versus distal hypospadias. The surgeon quoted in the following excerpt explains how they talk with parents: [. . .] This account is typical in our data set in that it describes parents as the source of normative pressure to conduct surgery on hypospadias. This might suggest that surgeons tend to experience their own presentation of information as factual and neutral, and therefore regard the driver towards surgery as parents, rather than seeing that their presentation of information might have a framing effect. Some surgeons described themselves as actively resisting demands for surgery in spite of parents' apparent expectations that surgery goes ahead. One, for example, explained:
I am the one who says "we don't have to do" this if you have a very mild hypospadias [. . .] the parents' expectation is that really they want something to be done and I say "well this is very mild" "it is only cosmetics" and "there will be, could be a long journey with this, with operations and we can't ask the boy". (MP) Participants repeatedly referred to parents' expectations and positioned their own practice in relation to those expectations. Medical professionals explained how parents believed that surgery would help their sons avoid stigmatizing reactions from peers. Some medical professionals positioned themselves as arguing on behalf of the child who has a right to make their own decision when they are old enough. As one urologist said: There is some irony in the situation that is being depicted here. Apparently, surgeons find themselves having conversations with parents who want elective genital surgery for their son, and surgery goes ahead in most instances even though the surgeons describe themselves as believing in the individual's right to decide, regarding the issue as cosmetic, and being emphatic that they do not have to operate. Clearly, it is only some surgeons who present this narrative about giving in to parents' pro-surgery expectations. On occasion, health professionals' accounts were surprisingly explicit in attributing power to their own advice in shaping parents' decisions. When asked 'Can you tell me who decides [. . .] whether hypospadias repair is needed?' one participant replied: 'Who decides hypospadias surgery is necessary? Me [laughter]' (MP). This surgeon's laughter might be interpreted as an acknowledgement of the inappropriateness of this decision being taken by a medical professional on behalf of parents and children. 4 In sum, some surgeons described themselves as shaping parents' decisions towards surgery, while others described the information that they provided as failing to shape parents' decisions away from surgery. It appears, from our analysis, that medical professionals' perceptions of what is in patients' best interests are guided by surgeon's own views about the child's later risk of stigmatization, the surgeon's own experience of treatment outcomes, and the degree of hypospadia. These data show that medical professionals have diverse views on surgery and that their views can be changed by clinical experience over time. They also suggest a norm of surgical intervention evidenced by the sense of pluralistic ignorance that clinicians' own attitudes are less prosurgery than the norm in medicine or the wishes of the parents they must inform. We now turn to non-medical framing of this decision.
Waiting is not nothing: Framing the non-surgical option In Streuli et al.' study (2013) , when the same actor presented information in demedicalized psychological terms, far fewer participants consented to surgical intervention. While psychologists have been described as core members of MDTs, they are not always included in such teams. Indeed, while medical experts and human rights agencies clash explicitly about need for medical interventions, all agree that children with diverse sex characteristics and their families should have more access to psychological support than they currently enjoy. Access to psychologists or other non-medical professionals may be material to deciding against surgery, as indicated by Streuli et al. (2013) . One participant in the present study indicated that by giving parents a chance to talk with a non-medical health professional, their team was empowering parents to say 'no' to surgical intervention: they've been empowered to say no, and I think that's seen a shift in our MDT team thinking, because now [the] family is, will say no, [. . .] So [. . .] the whole MDT working is very different now, it's really grown in the last few years to be able to say, "Should we, could we, why are we doing this?" (MP) Some participants described the effect of taking a non-medicalizing approach to counselling parents, and reminding parents that they do not need to make all the decisions on behalf of their child. One psychologist, for example, said: This talk about how parents can support the psychosocial well-being of their sons with hypospadias stands in stark contrast to the medicalized talk from surgeons, who understood their role in terms of resisting surgery or doing nothing (because a medicalized framing presents not doing surgery as doing nothing (Roen, 2008) ). Some, working from psychological perspectives, described orienting parents towards everyday aspects of their child's experience, focusing on emotional states rather than their anatomies. This health professional framed the parents' role in acting in their child's best interests not in terms of a single surgical decision but in terms of a lifelong process of embodied becoming. In this way, parental love was framed in ordinary non-medicalized terms, which was not disembodied, but nor was it focused narrowly on a single atypical feature: This way of talking presents an opportunity that is foreshadowed by Streuli and colleagues' experiment: an opportunity to frame penile differences in a way that does not lead so often to surgery. Offering a non-medical framing, as illustrated by the non-medical health professionals quoted above, can mean focusing on the child as a person, on emotional well-being, and on the parent-child relationship, rather than focusing on anatomical difference. This in no way means ignoring anatomical difference or ignoring the body. The child's body is still central in the narrative, but it is framed as a body that is loveable, and a body that belongs to someone who deserves to be allowed to make his own decisions when he is old enough. Given that hypospadias currently tend to be treated by a surgeon alone, rather than in the MDT, this suggests the need for a crucial shift.
The current analysis suggests that presenting a non-medical framing of penile difference, by engaging specialized non-medical professionals to talk with parents of boys with hypospadias, could significantly reduce the uptake of elective genital surgery for children. Reducing the uptake of surgery in these instances would reduce the instance of post-surgical complications and regret and address ethical issues that are being raised about this kind of surgery.
Conclusion
Experiments on framing, both in medicine broadly and in this specific domain, typically involve demonstration of how the same dilemma framed differently leads to substantially different subjective impressions of what is in a person's best interests. Our data also suggest the contribution of other factors, particularly the actions of implicit norms, that may impact the effects that these frames have on parents. Surgeons repeatedly describe their counsel to parents to avoid surgery as ineffective. Institutional practices could be communicating to parents that their child has 'something wrong' that needs to be fixed. A parent might easily infer: As the hospital has sent the surgeon to talk with us, our baby must need surgery. Health professionals might not always be aware of the variability of attitudes in their profession and might underestimate the frequency of professionals who do not adhere to the norm of early surgery in practice. Consequently, medical professionals might not know how their personal beliefs (parents almost always want this surgery) and parents' expectations (surgeons can fix anything these days) impact on the conversations they have with parents. Parents' emotional states including fear and distress (I am terrified that there is something wrong with my baby) also affect parental decision-making in ways that likely exceed the estimation of medical professionals.
One long-standing critique of medical intervention in this domain is the framing of nonsurgical pathways as 'doing nothing', rendering them particularly unattractive to parents (Chase, 2000) . This framing apparently continues to shape parents' decisions. Indeed, people make decisions by opting for inaction over action, in many situations, to avoid later regret (Feldman & Albarrac ın, 2017) . However, decision-making about early surgery for children with diverse sex characteristics seems instead to fit the model where a strong norm in favour of action renders inaction the harder choice to make, particularly if the choice must be revisited more than once (Feldman & Albarrac ın, 2017) . In the context of this normative pressure, the advice that the surgical decision does not need to be made now could be more effective in shaping parents' decisions away from surgery than a reminder that surgery can be flatly refused.
Offering a non-medical or a psychological framing goes beyond mere informationgiving. The present study illustrates how specialized non-medical input not only frames parents' decision, but also constructs parents primarily as people who seek health professionals' help in assuring the well-being of their children, and secondarily as decision-makers. Shifting parents' attention to the love for their child, and creating hopeful expectations for their child, could demedicalize the experience of having a child with hypospadias more than information about the risks of early surgery alone can do. Accordingly, the best interests of children with hypospadias may well be served when psychological pathways are properly conceptualized as focused on psychological qualities, including affect, well-being, and unconditional positive regard, that are beyond medical understandings of personhood.
Drawing on the current study to extend Streuli et al.'s findings, it seems plausible that parents and health professionals overlook the effect of framing in influencing decisions about surgery. Taking framing into account, and developing psychologically informed ways of talking about genital difference, provides opportunities to support the flourishing of children whose genital appearance raises the question of medical intervention.
Limitations
While analysing how HPs talk in an interview setting provides a robust indication of how they are framing hypospadias surgery, more definitive evidence of this could come from observational research. In designing the present study, observations of HP-parent interactions were considered and decided against because of the ethical sensitivities and logistical challenges such a method would have raised.
